"Two nations, separated by the North Atlantic Ocean and a common language". And more, very much more.
As Mayo Clinic (1951-65) and at Cedars-Sinai Medical Center (UCLA School of Medicine) in Los Angeles, and communication with British cardiology has been maintained through participation in the American College of Cardiology, as its President in , and as a member of several of its committees which ensured continuing international contacts. From that perspective and through a continued interaction with many professional friends and colleagues in the United Kingdom, I should like to comment on the most apparent differences between cardiology in the United States and the United Kingdom.
To summarise the socioeconomic background of our specialty in each of the nations: the American medical "consumer" has greater expectations and makes greater demands on the providers of medical care than the "patient" in the United Kingdom. The practise angioplasty train for an additional 6-12 months. Similarly, longer training periods are needed for cardiac pacing, where there is surgically supervised specialised training in techniques of implantation and electrocardiographic interpretation. Electrocardiographic departments in the United States also require expertise in dynamic (Holter) monitoring for both arrhythmias and myocardial ischaemia. These departments may be responsible for exercise testing (now often conducted in association with sections of nuclear cardiography and echocardiography). These various training programmes produce physicians with two to three years training in cardiology and modem therapeutics, including cardiac surgery, thrombolysis, and percutaneous transluminal coronary angiography.
Trainees also complete a research project lasting at least six months. Although few trainees will acquire expert research skills during the project they will be able to study a topic of special interest in depth. In several programmes research is done soon after starting training in cardiology and the trainee can continue to expand his or her interest throughout the programme.
Every the whole of the United Kingdom. Are they needed and do they improve cardiovascular health? I think they do. Much can be done to prolong life and improve its quality by prevention and effective and timely diagnosis and treatment of hypertensive, atherosclerotic, valvar heart disease, and arrhythmias. Is the continuing increase in cardiologists necessary to achieve these goals? Would outcomes be enhanced with centres for angioplasty, optimal use of cardiac pacemaking and cardiac surgery, and systematic and consistent treatment protocols? Under such circumstances could optimal services cost less? Again, the answer is probably yes. Indeed, in the United States, attempts to satisfy the administrative bureaucracy have become a fiscal nightmare. The primary overhead costs of health care (before physician, hospital, and other indirect costs) is in excess of 80 billion dollars. And many of the most needy-the poor, the immigrant, the elderly-never enter the medical care system because it is too complex and they just don't know how to.
In contrast, the National Health Service in the United Kingdom is largely understood by the citizens that it serves, although their demands on it are, comparatively speaking, small. It is probably "underproviding", but on a uniform basis. It is certainly grossly underfunded. Is American cardiology suffering from "excesses" of resources, equipment, procedures, and staff? Certainly basic and clinical research seem to be thriving. The developments of knowledge, particularly in basic science, will improve the ability of cardiologists to treat cardiovascular disease. Much of this advance is the result of the enthusiasm, vigour, and ingenuity of basic and clinical research in the United States. Every major medical journal in the United States contains new information and new insights, not only from the established university medical centres, but also from well-directed community facilities and from industrial laboratories. New ideas are often applied to treatment-many fail, but others lead to major advances in cardiovascular health care.
Yes, indeed, the differences are great. In the best of all worlds, however, the combination of the virtues and the exclusion of the vices (including bureaucratic waste and human greed) of each system will enhance the quality of life of our patients.
